(Reported by Dr Gerald Fitzgerald.) A. A., a slater and chimney-sweep, aged 43, married, presented himself before me in the medical waiting-room, January 19, 1891, complaining of persistent headache, with loss of power in the left arm and leg.
The patient had no hereditary tendencies to disease, and seemed to have no specific taint. He had been married for many years, and was the father of thirteen children; five of them died in early childhood, but the remaining eight had always been in good health.
He liad been temperate in the use of alcohol, but had smoked heavily. His surroundings had been comfortable, but his work had been hard; and he had been greatly exposed to the influences of the weather.
During the last five-and-twenty years he had met with several accidents. About twenty-four years ago he. fell from the third floor of a house, and alighted on a stone stair upon the crown of his head. He was unconscious for about an hour, but was able to walk home afterwards, and observed no bad effects a few days later.
At different periods subsequent to the date of this fall the patient had met with other accidents, some of which involved the head, but none of them seemed to merit special attention.
Nine months before coming to the Infirmary he observed a tendency to headache. At first it was slight and transitory, making its appearance towards evening, especially if the work of the day had been more arduous than usual; the pain, however, became more severe and persistent as time went on, and just before presenting himself the headache had been constant. Soon after the onset of the headache, the patient noticed some weakness of the left arm and hand, with difficulty in using the hand for complicated movements. "Weakness of the left leg began to show itself at a later period, and walking became difficult in consequence. He subsequently observed occasional twitching of the left side of the face, accompanied by some interference with his utterance, which led some of his friends, at times, to express doubts as to his sobriety.
The patient was, 011 examination, seen to be a strong, muscular man, 5 feet 7 inches in height, and 10 stone 6 lbs. in weight, with a normal temperature. He complained of a feeling of coldness and numbness over the left forearm and hand. His perception of ordinary, painful, and thermal sensory stimuli was everywhere acute, quick, and accurate.
The headache was referred somewhat indefinitely to the vertex, and on percussing that region a vaguely-defined area of tenderness could be determined.
The pupils were equal, and reacted normally. On 20th December Mr Cotterill, with the wheel-saw, turned back a flap of bone about the size of the palm of the hand and exposed the motor area on the left side. There was no thickening of the bone or dura mater, and on reflecting the latter no increase of fluid could be seen. The surface of the brain, however, was somewhat flattened, and showed an opalescence rather suggestive of some oldstanding hyperemia. On stimulating the motor area with a weak faradic current there was a sluggish reaction of the leg and arm, but the side of the face was thrown into typical epileptiform spasms. By means of a fine trocar and cannula a small quantity of fluid was drawn from the lateral ventricle, the dura mater was stitched, the bone replaced, and the scalp sutured.
The patient spent a very restless, noisy night. The temperature rose to 100? and the pulse to 120, but the respirations remained normal, about 17 or 18. On the following day she was still very restless ; the pulse, temperature, and respiration rose. During the next two days the symptoms became more serious, and early in the morning of the 24th December, after the temperature had risen to 102o-6, the pulse to 162, and the breathing to 52, she passed quietly away. The middle peduncles of the cerebellum formed the transverse fibres of the pons, which were formerly considered to be mainly commissural, but more recently it had been shown that this was not so, but that the transverse fibres of the pons arose mostly in the cortex of the cerebellar hemispheres, and passed across the middle line to nerve cells in the pons, which cells, again, were connected with the various lobes of the cerebrum. Each superior cerebellar peduncle arose mainly in the interior of one dentate nucleus, but also in part from the cortex of the cerebellum, and especially from the lower part of the lateral lobe. Its fibres, when traced upwards, were found to decussate with those of the opposite side, between the corpora quadrigemina. Some of the fibres appeared to end in the red nucleus of the tegmentum of the opposite side, whilst other fibres passed this nucleus, and ran on to the frontal lobe of the opposite cerebral hemisphere, thus constituting a fronto-cerebellar tract. The question came up, which part of that long tract were they to fix the lesion in ? The right labyrinthine deafness did not help them much, because there were two views as to the auditory path. One view was that it ran up in the tegmentum; others, on the contrary, e.g. Gowers, held that it ran through the cerebellum itself; but the patient had some paresis of the soft palate, some difficulty of swallowing, and some weakness of the vocal cords, which indicated pressure on the bulbar part of the spinal accessory, and that the lesion therefore was compressing the medulla, and that if it were in the superior peduncle it must be low in it. Mr Annandale cut down on the lower part, and removed a tumour of the size of a hen's egg from a position midway between the medulla and the side of the skull. 
